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-PM-91- (BPD) ATTACHMENT 3.1-A 
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OMB NO.: 0938­

state/Territory: Missouri 

-

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

% ,, Inpatient hospital services otherthan thoseprovided in an 

institution for mental
diseases. 


.a. 


b. 


. ­ 


-

Provided: /No limitations Irx/ With limitations* 


Outpatient hospital services. 

-


Provided: C N olimitations /x/ Withlimitations* 


Rural healthclinic services and other ambulatory services furnished 

by a rural health clinic (which
are otherwise included inthe State 

Plan). 

-

limitations*
Provided: /7 No limitations E W i t h  
-

Not provided. 


federally qualified health center
(FQHC) services and other 
ambulatory services that are covered the plan and furnished by 
an FQHC in accordance with section4231 of theState Medicaid Manual 
(HCFA--. 45-4) . 
Provided: /-T No limitations B W i t hlimitations* 

Other laboratory andx-ray services. 

-

Provided: /7 No limitations /With limitations* 

Description providedon attachment. 




/ 3 i 7   

.a. 	 Nursing facility services (other than services in an institution for 
mental diseases) for individuals 21 years of age or older. 

.l -
Provided: /NO l imitations w i t h  limitations* 

.bo 	 Early and periodic screening, diagnostic and treatment services for 
individuals under 21 years of age, and treatment of conditions found,* 

Provided: =No limitations & W i t h  limitations* 

a. 	 Physicians' services whether furnished in .the office, the patient's

home, a hospital, a nursing facilityor elsewhere. 


provided /7 No limitations S W i t h  limitations* 


. medical and surgical services furnishedby a d e n t i s t  (in accordance 
\..._. with section 1905(a) ( 5 )  (B) of the Act). 

Provided: =No limitations fiwith limitations* 


Medical care and any other type of remedial care recognized under State 
law, furnished by licensed practitionerswithin the scope of their 

i. practice as defined by State law. 

I: Podiatrists' services,-
Ix/ Provided: fi No limitations EW i t h  limitations* -

N o t  provided. 

.-scription provided
on attachment. 


No, 9 2-06 
supersedes Approval Date jun L 9 1 s  Effective Date january 1. 1% 
No, 41-43. 

HCFA ID: 39863 
; 

-. . 
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OMB No.: 0938-


State/Territory: Missouri 


AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

b. Optometrists' services. 


? Provided: LT No limitations &With limitations* -
L/ Not provided. 

c. Chiropractors'services. 


E Provided: Identified on attached sheet with description of 
limitations, if any. 

LT Not provided. 

7. Home healthservices. 


a. 	 Intermittent or part-time nursing services provided by a home health 

agency or by a registered nurse when no
home health agency exists in the 

area. 


Provided: //No limitations @With limitations+ .L 


b. Home health aide services provided by a home health agency. 


Provided: L/ No limitations B W i t h  limitations* 


c. Medical supplies, equipment,and appliances suitable for use in the 

home. 


Provided: //No limitations H W i t h  limitations* 


*Description providedon attachment. 


TN No. 43-47 
Approval DateSupersedes- Date JAN ' lgg4 Effective 

TN No. . 9/--. 
HCFA ID: 

c 
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State/Territory: Missouri 


AMOUNT8 DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

d. 	 Physical therapy8 occupational therapy, or speech pathology and 

audiology services provided by a home health agency or medical 

rehabilitation facility.
. 

Provided: LT Nolimitations &With limitations* 
-
L/ Not provided. 

8. Privateduty nursingservices. 

-
l/Provided: f-7 Nolimitations //With limitations* 

Not provided. 


*Description provided on attachment. 


TN No.
supersedes Approval Date DEC 1 1 yq Effective Date
.. . 

HCFA ID: 79863 


* 
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Revision:
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OHB no.: 0938-0193 

9. Clinic services. 

. Provided: Ly lo limitations with limitations* 
-

/-/ Not provided. 

10. Dental services. 


Provided: LT lo limitations with limitations* 
--/ Not provided./ 

11. Physical therapyand related services. 


a. Physical therapy.
-
/ / Provided: LT
7-.\ 

lot provided.0

d 


b. Occupational therapy.

4-

/-/ Provided: LT 
& Bot provided. 

No limitations -/ / With limitations* 

lo limitations -/T With limitations* 

c. Services for individuals with speech, hearing,and language disorders 
(provided by or under the supervisionof a speech pathologistor 

audiologist).
-
/-/ Provided: LT lo limitations -/7 With limitations* 

*Description providedon attachment. 


TN no. 

Approval
DateDate
Effective 


HCFA ID: 0069P/0002P 
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AMOUNT, DURATION AND SCOPE OF MEDICAL 
AND remedial CARE AM) SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses

prescribed by a physician skilled in diseases of the eye
or by an 

optometrist. 


? 

a. Prescribed drugs. 

Provided: /-7
-
-/ Not provided./ 

b. Dentures. 


No limitations
With
limitations* 


Provided: /y No limitations 
--/ Not provided./ 

c. 	 Prosthetic devices. 

Provided: /7
-

/-/ lot provided. 

d. Eyeglasses. 

Provided: /7--/ Hot provided./ 

No
limitations 


lo limitations
With 


r& Withlimitations* 


& Withlimitations* 


limitations 


13. 	 Other diagnostic, screening, preventive, and rehabilitative services, 

the
i.e., other than those provided elsewhere inplan. 


a. Diagnostic services. 
\-- limitations* /T With/ 	 / Provided: LT lo limitations 

lot provided. 

*Description providedon attachment. 


m lo. 
Date DateApproval q Effective 

.- HCFA ID: 0069P/0002P 

.. 
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amount DURATION AND SCOPE OF MEDICAL 
and -DIAL CARE and services PROVIDED TO THE CATEGORICALLY needy 

/ ­
b. Screening services. -

/-/ Provided: LT no limitations -I /  With limitations* 

lot provided.

? 

c. Preventive services.
P- . -
L/ Provided: // no limitations -// With limitations* 

,
Mot provided. 


d. Rehabilitative services. 
', 

Provided: /7 190 limitations With limitations* n \?-
/-/ Mot provided. ' 

14. Services for individuals age65 or older in institutions 
diseases. C 

a. Inpatient hospital services. 


Provided: L7 lo limitationsWith
limitations* 

--/ lot provided./ 

killed nursing facility services. 


Provided: Ly Po limitations -// With limitations* 

( m)Mot provided. 

intermediate care facility services. 


Provided: /r 190 limitations -// With limitations*cm)Hot provided. 

J 

I)*Description providedon attachment. 


# I  

Approval $?hc/&.s Effective 7@5SupersedesDate Date 


HCFA ID: 0069P/0002P 




0. 

.. 

revision HCFA-PM-86-20 (BERC) attachment 3.1-A 
september 1986 Pago 7 

WE BO.: 09384191 

amount duration and scope of medical 
and REISDIAL CARS and services provided TO the categorically needy 

.. t5.a. .Intermediate care f a c i l i t y  services o t h e r  than such services i n  m 
i n s t i t u t i o n  for mental diseases for persons determined in accordance 
with sec t ion  o f  the act t o  k i n  n o d  of such cam.-
/x/ Provided: LT 00 l imi ta t ions  with limitations-
I/Bot provided 

b. Including such services in a p u b l i c  i n s t i t u t i o n  (or d i s t i n c t  part
thoroof) for tho mentally retarded or persons with related conditions. -

provided I) Bo l imi ta t ions  with limitations* 

18. hospice cum (inaccordance with sect ion of Act). 

/'3tprovided Ly 80 l imi ta t ions  a7 with l i m i t a t i o n s  

descr ipt ion provided on at tachment  

tn NO.NS 196-21. HCFA ID: 



. -, ­
a -

Revision: HCFA-PM-94 4 (MB)
APRIL 1994 

19. . 

20. 


STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

S t a t e / T e r r i t o r y  MISSOURI 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

Case management se rv i ces  and  Tubercu los i s  related s e r v i c e s  

a. 	 Case management services as def inedin ,and  t o  t h e  g r o u p  s p e c i f i e d
in,Supplement 1 t o  ATTACHMENT 3.1-A ( in  acco rdance  wi th  sec t ion  
1 9 0 5 ( a ) ( 1 9 )  or sec t ion  1915(g )  of t h e  A c t ) .  

-Y Provided: -'I: With l i m i t a t i o n s  

- N o t  provided. 

b. 	 S p e c i a lt u b e r c u l o s i s  (TB) related se rv icesunde rsec t ion  
1 9 0 2 ( z ) ( 2 )  of t h e  A c t .  

- Provided: - Withl imi ta t ions*  

' k 
- Not provided. 

Extended  serv ices  for  pregnant  women 

a. 	 Pregnancy-relatedandpostpar tumservicesfor  a 60-day per iod
after t h e  pregnancyendsandanyremainingdays i n  t h e  month i n  
which t h e  6 0 t h  d a y  f a l l s .  

- Addit ionalcoverage ++ 
b. 	 Serv ices' fo rany  o the r  medical c o n d i t i o n s  t h a t  may complicate  

pregnancy. 

- Addit ionalcoverage ++ 

++ 	 Attached is a d e s c r i p t i o n  of i n c r e a s e s  i n  covered services beyond
l i m i t a t i o n s  f o r  all groups described in t h i s  a t t achmen t  and /o r  any
a d d i t i o n a l  services provided t o  pregnant women only.  

*Descript ion provided on attachment. 
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ATTACHMENT 3 1-A 

Page Oa 

OMB NO.: 0938- 


State/Territory: Missouri 


AMOUNT, DURATION, SCOPE OF MEDICALAND 
AND REMEDIAL CARE AND SERVICESPROVIDED TO THE CATEGORICALLY NEEDY 

!J. ambulatory prenatal carefor pregnant women furnishedduring a 

presumptive eligibility periodby a eligible provider(in accordance 

with section1920 of the Act). 


uProvided: fi No limitations /x/ With limitations*-uNot provided. 

!2. 	 Respiratory care services (in accordance with section 1902(e)(9)(A)
through (C) of the Act) 
-

Provided: /r No limitations /With limitations* 
-

Not provided. 


23. Certified pediatric or family nurse practitioners' services. 
-

Provided: /r No limitations /With limitations* 

description provided on attachment. 


CN NO. 92-06 

supersedes approval Date jun 2 IgE Effective Date January 1, 1992  


HCFA I D :  79863 

I 


